A 42 year old black male presented with the complaints of upper abdominal pain and shortness of breath. He had previous hospitalizations for alcoholism and pancreatitis. Physical examination revealed a cachectic man with BP 110170 mm Hg; temperature 37 .2 °C; respiration 18/min; and pulse 80/min. Lung fields were clear except for diminished breath sounds in the right base. Abdominal examination was unremarkable.
polymor ph-nuclear cells and 25% lymphocytes. His hemoglobin was 13.6GOJo and serum amylase was 442 I .U./ml. His chest roentgenogram showed smaU bilateral pleural effusion, a prominence on the left cardiac border in the region of left atrial appendage, increased density at the left cardiophrenic region, and a sofl tissue density behind the heart obscuring the left hemidiaphragm ( Fig. 1 ). Upper GI series revealed anterior and lateral displacement of distal esophagus (Fig. 2 ). Pleural fluid obtained by thoracentesis showed an amylase level of 1338 J.U./ml. Pa ncreatic Pseudocyst wilh Mediastinal Extension A pre-operative diagnosis was made by CT scan, which revealed a retrogastric cystic mass in the lesser sac extending into the posterior mediastinum presumably through the esophageal hiatus (Fig 3) . The diagnosis was consequently confirmed by surgical exploration. The pseudocyst was drained internally via cyslogastrostomy and the patient rapidly improved. Postoperative chest roentgenogram showed clearing of the soft tissue density in the left cardiophrenic region and clearance of the prominence along the left cardiac border (Fig. 4 ). Mediastinal extension is an uncommon complication of pancreatic pseudocyst. It should be suspected in patients with a mediastinal mass and an associated history of pancreatitis or alcoholism.
Many radiologic abnormalities have been described. The usual portal of entry is either the esophageal or aortic hiatus. H ence, pancreatic pseudocysts usually occur inferiorly in the posterior mediastinum. Pleural effusion is frequently present; however, it is nol helpful in the diagnosis, since it is also common in uncomplicated abdominal pancreatic pseudocyst. Segmental atelectasis and pericardia) effusion are other uncommon roentgenologic findings. Perhaps the most typical radiographic finding is anterior and lateral displacement of the lower esophagus and stomach on the upper GI series. Though ultrasound is useful in the detection of pancreatic pseudocyst, it may not demon- strate the superior extension of the pseudocyst into the mediastinum because of the overlying boney sternum and air-filled lung. CT Scan is the best available means for the diagnosis of mediastinal pancreatic pseudocyst.2 It is also helpful in accurately delineating the pseudocyst for proper operative management.
A correct diagnosis of the mediastinal pancreatic pseudocyst is essential for proper surgical treatment, since it is best managed without thoracotomy. Abdominal exploration with internal drainage is the standard surgical procedure.
